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Mark Your Calendar
April 5, Friday, 6:00 P.M.
Alumni reception, with Dean Thomas Nasca ’75 and Clara Callahan PD’82,
Senior Associate Dean, Admissions and Student Life, Wilmington Country
Club, Wilmington, DE
April 5, Friday, 8:00 P.M.
Thomas Jefferson University Choir and Orchestra, 32nd Annual Spring
Concert, First Baptist Church, 17th and Sansom Streets, Philadelphia.
Robert T. Sataloff '75, Director. Mozart's Vesperae Solennes De Confessore
and selections of patriotic and popular music will be performed.
April 12, Friday
Alumni reception, American College of Physicians, Philadelphia
April 25, Thursday
Alumni Annual Business Meeting, Eakins Lounge, Jefferson Alumni Hall
May 6, Monday 
Alumni reception, American College of Ob/Gyn, Los Angeles
May 13, Monday
Jeff HOPE Annual Charity Golf Tournament
at the Bala Golf Club, Bala, Pennsylvania.
For more information please call 215 955 1878 or 
e-mail Michael.Cellucci@Jefferson.edu
May 20, Monday
Alumni reception, American Psychiatric Association, Philadelphia
May 27, Monday 
Alumni reception, American Urological Association, Orlando
June 6, Thursday, 6:00 P.M.
Alumni Association party for the senior class, 
Jefferson Alumni Hall
Reunion Weekend 2002
June 7, Friday, 6:00 P.M., Alumni Banquet, Jefferson Alumni Hall
June 8, Saturday, Clinic Presentations, Women’s Forum, Reunion Parties
June 13, Thursday 
Reception in honor of 
Joan Schott, 
retiring Associate Director 
of Alumni Annual Giving
4:00 till 7:00, 
Jefferson Alumni Hall
October 25, Friday
The President's Club Dinner at The Crystal Tea Room, 
Wanamaker Building, Philadelphia
Listening In: Lectures on Campus
April 5, Friday, 9:00 A.M., Connelly Conference Hall, Room 101 Bluemle Life
Sciences Building, 10th and Locust Streets: Brucker Lecture: John A. Kastor
MD, Professor of Medicine, University of Maryland School of Medicine will
speak on "Success and Failure in the Merging of Six of the Nation's Leading
Teaching Hospitals."
April 9, Tuesday, 4:00 P.M., Brent Auditorium, Jefferson Alumni Hall, 1020
Locust Street: William Potter Lecture: Dr. Joanna Groden, Associate Professor,
Molecular Genetics, University of Cincinnati will speak on: "Chromosome
Instability and Cancer."
April 12, Friday, 5:00 P.M., DePalma Auditorium, 1025 Walnut Street,
Thompson Building: Clerf Lecture: David E. Schuller MD, Chair,
Otolaryngology, Ohio State University, and Director of the James Cancer
Hospital.
April 17, Wednesday, 10:30 A.M., DePalma Auditorium, 1025 Walnut Street,
Thompson Building: Biele Lecture: Jimmie Holland MD, Professor and
Chairperson, Department of Psychiatry and Behavioral Sciences, Memorial
Sloan-Kettering Cancer Center will speak on "Psycho-oncology's Contribution
to Cancer Care."
April 25, Thursday, 5:00 P.M., Bluemle Life Sciences Building, Room 105,
10th and Locust Streets: Lang Lecture: Robert J. Kurman MD, Richard W.
Telinde Distinguished Professor, Director, Gynecologic Pathology,
Departments of Gynecology/Obstetrics and Pathology, Johns Hopkins
University.
May 2, Thursday, 4:00 P.M., Connelly Conference Room, Bluemle Building,
10th and Locust Streets: Luscombe Lecture: Roy S. Rogers III MD, Professor of
Dermatology, Mayo Medical School will speak on "Ten Tongue Troubles and
the Burning Mouth Syndrome."
May 9, Thursday, 8:00 A.M., DePalma Auditorium, 1025 Walnut Street,
Thompson Building: Raymond C. Grandon Lecture: Kenneth W. Kizer MD,
MPH, President and Chief Executive Officer, The National Quality Forum,
Washington, DC will speak on "Academic Medicine and Quality of Care."
June 4, Tuesday, 5:00 P.M., Solis-Cohen Auditorium, Jefferson Alumni Hall,
1020 Locust Street: Hodes Lecture: Philip H. Cook MD, Professor of
Radiology, Harvard Medical School, Chairman, Radiology, Brigham and
Women's Hospital, Boston, will speak on "Management Challenges Facing
Academic Radiology Departments."
Please submit nominations for 
the Alumni Achievement Award: 
Submit the name of the candidate to the Chairman, Alumni
Achievement Award Committee, Alumni Office, Jefferson
Alumni Hall, 1020 Locust Street, Philadelphia, PA 19107,
and the committee will do the rest.
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According to Powell, race could be considered a "plus" for a particular
applicant.2
The case of the University of California v. Bakke condemned a certain
type of affirmative action, but nonetheless upheld the ends to which
affirmative action is employed, namely diversity within universities aimed
at producing graduates that are both aware and understanding of the
differences among individuals in our multicultural society. Since Bakke,
the task for society has been to determine what type of affirmative action
program would be both lawful and effective in achieving the worthy end
of maintaining diversity in higher education. Two decades later, we still
have not come to a consensus. Twenty-two years after Bakke, affirmative
action continues to be a divisive and apparently insoluble issue.
According to current demographic trends, it is projected that "the
minority population in the United States will increase by 60 percent by
the year 2010."3 Currently, minorities, including African Americans,
Native Americans, Mexican Americans, and mainland Puerto Ricans
(referred to collectively as Underrepresented Minorities-URMs) are
grossly underrepre-
sented in the
medical profession.
Although these
URMs constitute at
least a quarter of
the U.S. population, they only make up approximately 8 percent of our
nation's practicing physicians.4 URMs are similarly underrepresented in
almost all health professions.5 Given the projected demographics for the
next decade, it is likely that the underrepresentation of URMs will worsen
in the absence of any deliberate intervention aimed at increasing
admissions of URMs into medical training programs.
In recognition of the problematic disparity, Jordan J. Cohen, President of
the Association of American Medical Colleges (AAMC), initiated "Project
3000 by 2000," an effort to increase minority enrollment in medical
schools by (1) emphasizing the importance of affirmative action in
medical school admissions, and (2) fostering an interest in medicine
among URM high school and college students.6 The first component of
this project has encountered massive obstacles in light of the recent grass
roots backlash against affirmative action. In 1996, Californians voted to
pass Proposition 209, which rendered unlawful several important
affirmative action policies employed by admissions committees in the
state. Additionally, in the same year, in its ruling on Hopwood v. State of
Texas, the Fifth Circuit U.S. Court of Appeals declared the use of
differing test score and grade point average  (GPA)  requirements for
applicants of different ethnic groups unlawful in the states of Texas,
Mississippi, and Louisiana. Between 1996 and 1997 alone, the number of
medical school applications submitted by URMs declined markedly:
African Americans by 10.4 percent, Mexican Americans by 13.8 percent,
and Puerto Ricans by 16.2 percent. Notably, 40 percent of the decline of
minority applications occurred in California, Texas, Louisiana, and
Mississippi.7
Those recent statistics demonstrate the crucial role that affirmative action
plays in medical school admissions. With the repeal of affirmative action
policies in four states, the pool of minority applicants to medical schools
Affirmative Action in Medical School Admissions and 
Minority Underrepresentation in Medicine
by Lois W. Choi ’2002
B U I L D I N G  A  M U L T I C U L T U R A L  C O M M U N I T Y
The great majority of Americans are . . . uneasy with injustice 
but unwilling yet to pay a significant price to eradicate it.
Martin Luther King Jr.1
Medical education is among the most rapidly changing fields of higher
education today. It is being adapted to suit new developments in
research, technology, politics, and economics. Both the content and the
structure of the undergraduate medical curriculum continue to evolve in
an effort to train students to be the kinds of doctors our society requires
in an age of rapid social and technological advance. However, in spite of
the continuing progress in medical education in changing responsively to
the society it is to serve, the field has remained relatively slow to respond
to the demands of what is an increasingly multicultural society. While it
is true that there continues to be active dialogue concerning diversity and
cultural sensitivity in medical education as well as in medicine at large,
few programs or policies have been implemented successfully to promote
these currently important issues. In short, while many physicians and
medical educators agree that achieving diversity and developing cultural
sensitivity is a valuable end, few agree on what means can be employed
towards that end.
Affirmative action has been a
highly polarizing and contro-
versial issue at all levels and in all
fields of education. It has,
however, a special relevance in medical education. The landmark case on
the issue, Regents of the University of California v. Bakke, concerned
affirmative action in medical school specifically. In the late 1970s, Allan
Bakke, a 32-year-old engineer, sued the University of California under the
claim that the university's affirmative action policies violated his rights
under both Title VI of the Civil Rights Act of 1964 and the equal
protection clause of the 14th amendment to the U.S. Constitution. After
Bakke had been denied admission to the medical school at the University
of California at Davis twice, he discovered that the medical school
admissions committee employed a quota system for minority students.
Under this system, the school reserved a number of spaces in each
entering class for students of specific minority groups and admitted
candidates from these minority groups with scores and grades lower than
the scores and grades of the general pool of admitted students.
Ultimately, a narrow majority of the U.S. Supreme Court found in favor
of Bakke, ruling that the specific admissions policy employed by the
University of California was in fact unlawful, but no majority could agree
on an opinion on affirmative action in general. In his concurring opinion,
Justice Lewis Franklin Powell wrote that the use of race-based quotas in
an admissions program did in fact constitute discrimination. However,
Powell also noted that diversity in the student body is "a constitutionally
permissible goal for an institution of higher education." To elaborate this
point, Powell wrote, "The nation's future depends upon leaders trained
through wide exposure to the ideas and mores of students as diverse as
this nation of many peoples."2 Thus, although the court found the
school's use of quotas to be discriminatory and unlawful, they did not
declare race to be an unsuitable factor in admissions considerations.
This essay won first prize nationwide in the competition held 
by Alpha Omega Alpha, the honor medical society, in 2000. 
It was printed in the national AOA publication, The Pharos.
The University of California v. Bakke: Bakke wins, but
there is no agreement on what "affirmative action" is.
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5in those states has been greatly affected. According to the AAMC,
"17,000, or 40 percent, of 40,000 U.S.-trained physicians from
underrepresented minorities would not now be in practice if it had not
been for affirmative action."7 Given those findings, it appears that the
most effective plan for addressing the problem of the severe and
worsening underrepresentation of URMs in the medical profession is to
protect and expand affirmative action policies in medical school admissions.
It is easy to argue that affirmative action is strategically effective for
combating the problem of underrepresentation. Making the case that it
is politically and philosophically acceptable, however, is much more
difficult. To begin, it is appropriate to step back and examine the
importance of diversity in medicine. On the surface, the wide disparity
between the representation of URMs in the medical profession versus in
the population at large seems to be a problem. But what makes it a
problem? Does it have any real effects on the delivery of quality health
care for the public? Does it merely offend our politically-correct
sensibilities, or does it reflect real underlying injustices within the
system?
The most compelling statistic demonstrating the need for increased
minority representation in medicine is the greater tendency of URM
physicians to serve underserved segments of the population. The fierce
competition present today in medical school admissions, postgraduate
training, and post-training employment suggests that there are too many
doctors. But the truth is that there are too many of one kind of doctor,
the kind of doctor who wants to practice in a specialized field in a
metropolitan center, and not enough of those who want to serve the
urban and rural poor. It seems most logical to attempt to achieve a
balance between candidates likely to enter the more competitive, presti-
gious, and lucrative sectors in medicine and those likely to address the
needs of the underserved, rather than to control the number of people
admitted into training to become a physician. Affirmative action
becomes important here. One way that admissions officers try to identify
candidates likely to serve the
underserved is to look for compas-
sionate, civic-minded individuals
who have demonstrated their
commitment to serving the
disadvantaged. Although this effort
is likely to achieve a more compassionate medical work force, it is not
guaranteed to produce doctors who are truly committed to serving the
underserved. A study conducted by Sonia Crandall, Robert Volk, and
Vicki Loemker compared the attitudes of the first-year medical students
about serving the medically indigent to the attitudes of fourth-year
students on the same subject. The investigators found the fourth-year
students' attitudes were significantly less favorable than those of the
first-year students.8 Their findings suggest that a student may begin
medical school with intentions of serving the medically indigent, but
that the intention generally dissipates by the fourth year of the
undergraduate medical experience. The researchers ask, "Are we
training socially responsible physicians?" Whether or not the reason for
the difference in attitudes in the first year and fourth year is attributable
to training is not clear. In general, the idealism that inspires young
people dissipates over time. People become more conservative as they
grow older. The real questions to ask are: What kind of commitment do
the students entering medical school really have to serve the medically
indigent? How much are young students' interests in serving the
disadvantaged influenced by the fashionability of liberalism? How
deeply does the knowledge that admissions committees value such an
interest motivate students to project themselves as compassionate and
civic-minded?
The factor that most reliably contributes to a true commitment to serving
the medically indigent appears to be race. Data from a 1997 Graduation
Questionnaire administered by the AAMC shows that URM students
demonstrate greater concern for providing care and improving access to
adequate health care for the medically underserved in the United States
than white students. Superficially, it may seem that this difference stems
at least partly from a unique empathy that URMs have for the
underserved because of their similar backgrounds. However, even when
socioeconomic factors are controlled, URMs showed significantly higher
levels of concern about the problems of access to medical care in the
United States. "1997 minority graduates from families with incomes of
$50,000 and higher were nearly three times more likely than non-
minority graduates to indicate they planned to locate their practice in an
underserved area (40 percent vs. 16 percent)."9 A study conducted by
Howard Rabinowitz MD, Professor of Medicine at Jefferson Medical
College, yielded similar results. Rabinowitz analyzed data for 2,955
physicians who had graduated from medical school in 1983 and 1984 and
found that "physicians who are members of an underserved minority are
three times more likely than others to provide substantial care to an
underserved population.”10 Other factors demonstrated a much weaker
correlation to outcomes concerning substantial service to the medically
underserved. Having grown up in an underserved area, for example,
made graduates only 1.6 times as likely to serve such an area.10 When the
effects of race are separated from the effects of having a background of
economic disadvantage, it becomes clear that the tendency of minority
physicians to serve in underserved areas has more to do with their race
than with their socioeconomic background.
Such facts validate the medical profession's need for more minority
representation: not only for the cultural and social value of diversity, but,
more imperatively, for supplying a need within medicine. This is not to
say that minorities should have some special obligation to provide care
for the underserved, but the facts clearly show that they have a strong
tendency to be so committed. It is evident that race matters in the kind of
doctor a candidate is going
to be; it is a more reliable
predictor than what an
applicant may claim on an
application.
To whom exactly are we referring when we speak of "the medically
underserved"? The group consists of the economically disadvantaged,
but, more than that, includes those who are also racially and culturally
disadvantaged. Several studies have shown that the persistent racism that
affects our broader culture extends also to the treatment of patients by
doctors. In his paper, "Trust, Patient Well-being and Affirmative Action
in Medical School Admissions," Kenneth DeVille reports:
There are studies that suggest that physicians treating minority patients
are "less likely to follow guidelines from nationally recognized organiza-
tions for health promotion and disease prevention" than are physicians
who care for predominantly white patients. Other research reveals lower
utilization rates for African Americans for ordinary components of basic
medical care and reports that African American patients are more likely
to feel that physicians failed to give them full information about their
diagnosis, treatment and follow-up. Other studies have found that African
Americans are more likely than whites to be hospitalized for avoidable
conditions, may receive a lower quality of care when hospitalized, and
show more instability at discharge than do other patients. African
American patients receive fewer hip and knee replacements, are less
likely to receive prophylactic therapy for HIV, are less likely to undergo
Despite the need, the number of applications from
underrepresented minorities dropped after 1996.
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surgical resection for colorectal cancer, and are less likely to receive
angiography, angioplasty and coronary artery bypass surgery than white
patients. In contrast, African Americans appear more likely to receive
procedures patients typically wish to avoid, such as lower-limb
amputation, bilateral orchiectomy, and cesarean delivery. The authors
concluded that such findings “may represent overt prejudice on the part
of physicians or, more likely, could be the result of subconscious
perceptions rather than deliberate actions or thought.”11
This review of the studies on the treatment of African American patients
by physicians only brings to light what we already suspect: medicine is
not immune to racism. The problem of racism in medicine is not simply
one that mars our esthetic of political correctness, but is also one that
has penetrating and permanent physical effects for those discriminated
against by people in whose hands they place their health.
The problem is not a temporary one that will disappear when racism
subsides, if it ever does. The American medical profession has a
longstanding history of shameless abuse and exploitation of African
Americans that dates back to the founding of this country.12 Such
instances of stark racism are not just remnants of a distant past. As
recently as 1972, at the end of the Tuskegee experiments, the health of
black men was compromised for the sake of the advancement of
medicine. Even today there is no shortage of incidences of racist and
prejudicial treatment of minority patients by doctors. Although it may
be true that most doctors are in fact
benevolent and equitable in their
treatment of all patients, given the
history outlined here, the mere
presence of the most isolated
incidences of racial prejudice in
medicine keeps African American suspicion of medicine sustained. Both
the deep-seated mistrust of African Americans for the medical profession
and the actual racism and prejudice influencing physicians in their
treatment of those patients combine to produce a group of people who
tend to be more poorly served by the medical community.
What these patients need most are physicians whom they can trust.
Louis Sullivan, former U.S. Secretary of Health and Human Services, has
said that the United States has a "social and moral obligation to cultivate
physicians who can relate to that segment of the community."11 In short,
given the mistrust that minorities sometimes have towards physicians,
diversity in the medical profession is indeed an important goal. Since
affirmative action has been thus far the only effective means of achieving
diversity, it should be legally sustained and employed in medical school
admissions policies.
In considering the health care needs of the public, we must also expand
our scope to consider the health of the entire population, not just those
underserved. The question here becomes, "Is affirmative action and
diversity, the end that it serves, bad for the health of the greater
population?"
Critics argue that affirmative action is in fact bad for the health of the
public because it produces substandard doctors admitted to medical
school under substandard qualifications. As one critic put it, "Minority
communities and poor families don't need black doctors. They need
good doctors."11 But what should be suspect is not the so-called
underperformance of minority students as much as the underlying
assumptions about the criteria that persistently rank them as
substandard. Currently, grade point average (GPA) and Medical College
Admission Test (MCAT) scores are the primary criteria for medical
school admission. People assume that strong GPAs and MCAT scores
qualify a candidate to be a physician. The truth is that, historically,
MCAT scores were not intended to be predictors of who would ultimately
make the best doctors. The test was introduced in the 1950s at a time
when admission to medical school was not competitive and attrition rates
were high due to the presence of underqualified students. The MCAT was
used to ensure that medical students were minimally qualified to study
medicine. However, with the rise in competition for medical school
admission in the 1960s and 1970s, average MCAT scores rose above the
level needed to "guarantee reasonably successful completion of a course
of medical studies."11 What this means is that even though minority
students may score lower on average than white students on the MCAT,
they are not "substandard" in terms of this isolated criterion. The fact is
that all physicians must pass the U.S. Medical Licensure Examination
(USMLE) to practice medicine. In this context, affirmative action does
not create substandard doctors. Rather, it provides minorities with the
opportunity to be trained and prepared to be physicians. Passage of the
USMLE is what qualifies them to practice medicine.
Some argue that even if all doctors are at least minimally qualified, why
not have the most qualified, meaning those with the highest scores. The
fact is that affirmative action students do not underperform relative to
non-affirmative action students, either in medical school or in practice. In
a 1997 study conducted at the University of California, Davis, School of
Medicine, Robert Davidson and
Ernest Lewis analyzed the
performance of all affirmative
action and special consider-
ation admissions students over
a period of 20 years. Of all
students studied, 20 percent were special consideration admissions,
meaning that they were students who had a GPA of less than 3.0 and
MCAT scores of less than 10 on each of the 4 subsections of the test.
URMs constituted 47.7 percent of special consideration admissions and
only 4.0 percent of regular admissions. In the final analysis, special
consideration students did nearly as well as regular admissions students.
Ninety-four percent of special consideration students graduated and 97
percent of regular admissions students graduated. Regular admission
students were more likely to receive honors, but there was no difference
in failure rates between the two groups. Additionally, there were no
significant differences in the performance of the students in the two
groups in their residency training performance, according to the evalua-
tions of their residency program directors. Davidson concluded,
Criteria other than undergraduate grade point average and Medical
College Admission Test scores can be used in predicting success in
medical school. An admissions process that allows for ethnicity and other
special characteristics to be used heavily in admission decisions yields
powerful effects on the diversity of the student population and shows no
evidence of diluting the quality of the graduates.13
What Davidson showed is that undergraduate GPA and MCAT scores are
not, in fact, bottom-line determinants of the quality of graduates
produced.
All medical schools employ special admissions criteria related to state
residency, alumni connections, postbaccalaureate affiliations, extracur-
ricular interests, or future professional commitments, among others. Such
criteria are less frequently challenged as adequate reasons for admitting
students than is race. Racial diversity enhances the experience of all
B U I L D I N G  A  M U L T I C U L T U R A L  C O M M U N I T Y
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Statistically, minority physicians are more
committed to practicing among the underserved.
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medical students in their education, produces doctors that underserved
patient populations trust, and more equitably reflects the make-up of
the population at large; these are compelling reasons to admit
applicants who may not be as competitive in terms of raw scores. In the
absence of evidence showing that affirmative action special admissions
produces doctors less qualified than those admitted by special consider-
ations influenced by any criteria other than race, the assumption that
affirmative action results in bad doctors is not well founded.
The facts presented here support the claim that employing affirmative
action in medical school admissions is both efficacious and valuable in
terms of promoting diversity within the medical profession. However,
affirmative action is admittedly not without faults. As some critics
argue, it is a means towards racial equality that paradoxically relies on a
system of racial preference. While it is true that such a characterization
makes affirmative action seem hypocritical, it is important to
acknowledge that preference made in light of disadvantage is different
and unique from both preference made in the context of advantage or
preference based on more arbitrary distinctions. It is arguable that being
a racial minority subject to prejudice and with a long history of discrim-
ination and abuse is not trivial. That history, those facts, can be
justifiably considered not only in judging the merit of an individual's
accomplishments, but also in predicting what kind of doctor that
individual will be.
In his speech, "Where Do We Go from Here: Chaos or Community?,"
Martin Luther King Jr. stated, "The great majority of Americans are . . .
uneasy with injustice but unwilling yet to pay a significant price to
eradicate it."1 As a professional community, we need to both
acknowledge the racial inequity that exists within our ranks, and to
apply appropriate measures to move towards eradicating it. Affirmative
action is among the most effective and direct means of addressing the
problems of racial disparity within the profession. It should be
advocated and implemented so that we will be able to provide our
nation with the kind of doctors it needs.
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Jefferson’s chapter of the Student National Medical Association welcomed more
than 75 medical students, 20 pre-medical students, 25 health professional
students and 25 physicians to the recent SNMA Region VIII Medical and
Educational Conference held in Jefferson Alumni Hall.
Established in 1964, the SNMA is the nation’s oldest and largest minority
student organization focused on the needs, concerns and success of medical
students of color. Region VIII includes chapters at Jefferson, MCP/Hahnemann
School of Medicine, Pennsylvania State University College of Medicine,
Philadelphia College of Osteopathic Medicine, Temple University School of
Medicine, University of Pennsylvania School of Medicine, University of
Pittsburgh School of Medicine and West Virginia College of Osteopathic
Medicine.
The conference centered on the importance of “Living Up to the Legacy:
Reflecting the Past and Impacting the Future of Medicine.” The medical student
agenda included workshops on topics such as shared disease states and cross
cultural presentations, the history of minorities in medicine, information
technology and medicine, and career and family balance, and practical sessions
on various aspects of medicine. The agenda for undergraduates included sessions
on interviewing for and applying to professional schools.
Alumni who spoke at the conference included Deborah Witt FP’98, Assistant
Director of Predoctoral Education and Instructor in Family Medicine at
Jefferson, and Bernard Lopez ’86, Associate Professor of Surgery, Assistant Dean
for Student Affairs and Career Counseling, and Director of Graduate and
Undergraduate Research at Jefferson.
“The conference enabled our students to exchange ideas with professionals and
peers who can offer inspiration and mentoring,” said Edward B. Christian PhD,
Associate Dean for Diversity and Minority Affairs, and Instructor in Psychiatry
at Jefferson, who serves as advisor to the Jefferson SNMA chapter and led the
conference workshop on applying to medical and professional school. “It was an
excellent opportunity to share how much Jefferson students and faculty are
contributing to medicine.”
Participants attended a community health fair at The Gallery at Market East,
which is a mall in Center City Philadelphia, and a residency and medical school
recruitment fair at Alumni Hall, where they viewed a University Archives and
Special Collections exhibit describing “African-American Graduates of Jefferson
Medical College: The First Hundred Years.” The day concluded with a reception
for physicians and students, and a Region VIII meeting.
Jefferson Hosts SNMA Conference
From left, James Lee, Regional Director of Region VIII of the Student National
Medical Association (SNMA) and a fourth-year medical student at Temple
University; Kara Black '03, Associate Regional Director of Region VIII and
Conference Chairperson; Allen Miles, Therapeutic Specialist and Corporate
Representative of GlaxoSmithKline; and Akil Gordon '04, President of the Jefferson
SNMA chapter and Fundraising Chairperson for the Conference.
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Mark Your Calendar:
Alumni Weekend 2002
June 7, Friday
Alumni banquet, at Jefferson Alumni Hall, 
with presentation of the Alumni Achievement Awards
June 8, Saturday
Women’s forum, clinic presentations, 
reunion class parties as follows
’42 60th Jefferson Alumni Hall (6:30 P.M.)
’47 55th Ritz-Carlton Hotel (6:30 P.M.)
’52 50th Union League of Philadelphia (7 P.M.)
’57 45th Jefferson Alumni Hall
’62 40th Davio’s
’67 35th Pyramid Club
’72 30th Union League of Philadelphia 
’77 25th Ritz-Carlton Hotel
’82 20th Park Hyatt at the Bellevue
’87 15th Park Hyatt at the Bellevue
’92 10th Park Hyatt at the Bellevue
’97 5th Jefferson Alumni Hall
Dr. Baugh is a longtime member
of the Executive Committee of
Links Incorporated, an interna-
tional women’s organization that
has varied initiatives including
raising money for students,
sponsoring a school in South
Africa, and contributing to the
Welfare to Work program. She is
a frequent participant in the
Women’s Forum at Jefferson’s
Reunion Weekend.
Dr. Baugh has also won wide
recognition for her flower
arranging, including prizes at the
prestigious Philadelphia Flower
Show. She has five grandchildren
“and a sixth on the way.”
Wilfreta Baugh ’79, who takes
office as President of the Alumni
Association in April, is in her
20th year of a large general
practice in the Germantown
section of Philadelphia. First-year
residents regularly rotate through
her office from Albert Einstein
Medical Center, a Jefferson
affiliate.
Dr. Baugh is a past President of
the Medical Society of Eastern
Pennsylvania, a chapter of the
National Medical Association, an
association of African American
physicians. She is also a member
of the NMA’s House of Delegates.
She runs an MSEP program in
which minority students can
shadow physicians in order to
learn about various subspe-
cialties.
Next Alumni President 
Wilfreta Baugh
Mail to Alumni Office, 
1020 Locust Street M-41, Philadelphia 19107
No tickets will be issued.
✁
JAMES M
. DELAPL
ANE ’64,
 PRESIDE
NT OF
THE
JEFFERSO
N MEDIC
AL COLL
EGE ALU
MNI ASSO
CIATIO
N, 
CORDIAL
LY INVITE
S
ALUMNI,
 POSTGR
ADUAT
E ALUMN
I, AND C
URREN
T FACULT
Y
TO ATTEN
D THE
ANNUAL
BUSINESS
MEETING
AND DIN
NER
AND INS
TALLAT
ION OF
THE NEW
PRESIDEN
T
WILFRETA
G. BAUG
H ’79
THURSDA
Y, APRIL
25, 200
2 AT SIX
O’CLOC
K
JEFFERSO
N ALUMN
I HALL
215-955
-7750   
   Fax 21
5-923-9
916     E
mail jm
c-alumn
i.office@
mail.tju
.edu
❏ I will attend the Annual Business Meeting and Dinner of 
the JMC Alumni Association on Thursday, April 25, 2002. 
Enclosed is my check for $55.00 (payable to JMC Alumni
Association).
❏ I regret that I will be unable to attend.
Name
Jefferson Affiliation
Address
Phone
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Report from the Alumni Trustees
Since our last report to the alumni, Stephen Slogoff ’67, Dean, Stritch School of Medicine, Loyola
University Medical Center, Chicago, joined the board as an Alumni Trustee replacing Robert Poole ’53
who completed his term. The previously announced construction of a new clinical cancer research
building on campus has been put on hold temporarily. The need for extra research space on campus
remains critical and various options continue under study. Jefferson’s Kimmel Cancer Center was
successful in obtaining a renewal of its National Cancer Institute core grant with an award of $22.3
million for five years. In addition, the Dr. Ralph and Marian C. Falk Medical Research Trust has given an
additional $4 million to Thomas Jefferson University to support Dr. Carlo Croce’s research in the genetic
changes underlying the occurrence of human leukemia as well as investigations of new methods for
treating human leukemia based on gene therapy. Jack Farber, prior Jefferson Board Chairman, gave 
$10 million to Jefferson through the Farber Foundation to establish the Farber Institute of Neurosciences
at Jefferson. The new institute, to be housed in the former Wills Eye Hospital building, will focus its
efforts on basic and clinical research in Alzheimer’s disease, Parkinson’s disease, amyotrophic lateral
sclerosis (ALS), and other neurodegenerative diseases. Alzheimer’s disease specialist Samuel E. Gandy III
MD, PhD has been named the first Director of the Farber Institute for Neurosciences at Thomas Jefferson
University. Dr. Gandy will be Professor of Neurology at Jefferson Medical College. Dr. Brucker also
announced the formation of search committees for chairs of the Departments of Medicine, Family
Medicine, Radiology and Urology.
The board discussed ongoing problems with Jefferson campus housing. Presently, 627 students and other
Jeffersonians live on campus in Orlowitz, Barringer and Martin Buildings which now are out of code by
not having fire sprinkler systems and are not wired for information system upgrades. Estimates to make
these buildings suitable for campus housing range from 26 to 37 million dollars. After a full study of the
issue by the Finance Committee of the board and as recommended by them, a partnership between
Lubert-Adler, a local real estate development firm and the Philadelphia Management Company was
approved by the board to redevelop Orlowitz, Barringer and the Victory Building at 10th and Chestnut
Streets into state-of-the-art units to replace present campus housing and to manage them for Jefferson.
The Victory Building is owned by Lubert-Adler but Jefferson owns the underlying ground. Upon
completion, the Victory Building will contain 100 residential units to replace existing housing in the
Martin Building which will no longer be used for housing. The Victory Building also will have a Student
Community Center and a University Bookstore. Renovations will be privately financed with no Jefferson
contributions, subsidies or master leases required, but rental fees will go to the redevelopment company,
not to Jefferson. The properties will revert back to Jefferson upon lease termination. The board authorized
the Finance Committee to negotiate a definitive term sheet covering the transactions and the use of the
Victory Building for Jefferson housing. Victory Building renovations are expected to be completed by
August 2002, and the Barringer and Orlowitz Building renovations by 2003. This board action effectively
removes the institution from campus housing business and allows it direct its full attention to its core
business of education, research and patient care.
At the July 30, 2001 board meeting Dean Thomas J. Nasca ’75 made a “State of the Medical College”
presentation to the Scientific and Academic Affairs Committee of the board. He first assessed the status of
the medical college as he presently perceives it to be. He followed with his Strategic Plan in which he
presented his vision of how the medical college could be by 2024, the year of Jefferson’s 200th
anniversary. He reviewed issues he believes need to be addressed including curriculum development,
teaching methods, institutional commitment, student affairs, educational facilities and faculty
development. Dean Nasca’s Strategic Plan, if implemented, envisions that by 2024 Jefferson will be
recognized as one of the 20 best medical schools in the country as well as, in the dean’s words, “a national
destination of choice” for medical students, residents, graduate students, faculty and patients. Dean Nasca
predicted that, by the year 2024, Jefferson will be renowned for its continuing excellence in its students
and graduates, for its excellence in basic and translational research, and for the loyalty of its faculty and
alumni. Since that presentation in July 2001, Dean Nasca’s Strategic Plan for the medical college has been
folded into a new and bold Strategic Plan for Thomas Jefferson University for the long term fulfillment of
its vision. This new Strategic Plan for Thomas Jefferson University was approved for implementation by
the Board of Trustees at a special meeting on February 20, 2002. Details about the university’s Strategic
Plan will be shared with the alumni as the details become available.
Respectfully submitted,
John J. Gartland S’44
Allen E. Chandler ’61
Stephen Slogoff ’67
Alumni Spotlight:
Al Heath ’57
Jefferson Medical College turns
its Alumni Spotlight on Alfred
O. Heath ’57 whose
professional accomplishments
have brought honor and
prestige to the institution. Dr.
Heath admits to having some
difficult moments during
medical school, but credits
teachers John Gibbon, George
Willauer, Kenneth Fry, John
Dietrich, and classmates John
Prehatny and Emil Trellis with
helping him through the
difficult
times.
After
graduation
he was
accepted
into
Jefferson’s
general
surgery
residency
program,
where he
credits Charles Fineberg,
Gerald Marks, Rudolph
Camishion, John Templeton,
Tom Nealon, Wally Davis and
Joe Stayman with teaching him
much about life, time
management, relationships,
dedication and commitment.
Board certification in Surgery
and Fellowship in the
American College of Surgeons
soon followed.
Because he had been a member
of the Reserve Officers Training
Corps (ROTC) since 1947, he
was called to active duty in
1960 and served three years as
Captain, Medical Corps, U.S.
Army Hospital, Heidelberg,
Germany, at the same time
learning German at the
University of Heidelberg. He
then completed his interrupted
Jefferson surgical residency
and, in 1965, returned to
Charlotte Amalie, St. Thomas,
U.S. Virgin Isalnds to begin his
professional career. He joined
the Virgin Islands Army (cont’d)
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Health care leader and innovator Joseph T. Sebastianelli has been
selected as the new President and Chief Executive Officer of the Jefferson
Health System, headquartered in Radnor, Pennsylvania. 
As of February 1 he succeeds Douglas S. Peters, who announced in
October that he would step down as
President of JHS. At that time, the JHS
board, chaired by Paul C. Brucker MD
(who is President of Thomas Jefferson
University), established a planning
process to identify a successor.
“The JHS board was impressed with his
experience and his knowledge of health
care in the Philadelphia market, and felt
he would make a strong contribution to
JHS’s direction and future,” said Dr.
Brucker. “The Jefferson Health System
has prospered, while remaining true to its mission of providing high
quality and cost effective patient care to our community. With the
ongoing economic and health care challenges, we will need Joe to help
us work through our future development. His insights will be invaluable
to us as we face the future.”
Mr. Sebastianelli has a long and distinguished career in the health care
and insurance industries as well as the legal profession. He currently
serves as Chairman and CEO of RealMed Corporation, based in
Indianapolis. The corporation has contracts with several large Blue
Cross/Blue Shield organizations and numerous provider groups to
adjudicate health benefit claims on a real time basis. He also served on
the board of Universal Health Services. 
Mr. Sebastianelli says he is “pleased to be returning to the Philadelphia
area to lead the premier health system in the region.” Highlights of his
career include serving as President of Aetna, Incorporated, and Co-
president of US Healthcare. He was also Executive Vice President of
Scripps Health in San Diego. Mr. Sebastianelli also held positions at Blue
Cross of Greater Philadelphia, now known as Independence Blue Cross.
He began his career as an associate in the office of Morgan, Lewis and
Bockius in health insurance litigation. He graduated with highest honors
from Villanova University School of Law in 1971.
The Jefferson Health System was formed through the merger of the Main
Line Health System and Thomas Jefferson University Hospital, which
was legally separated from university in 1996. Albert Einstein Healthcare
Network, Frankford Health Care System and Magee Rehabilitation
became additional founding members of the system in 1998. JHS also
now includes long term care, behavioral health, a rehabilitation network,
and physician and home health services. Its strategic alliance partners
include Riddle Memorial Hospital, Pottstown Memorial Medical Center,
Underwood Memorial Hospital, AtlantiCare and Christiana Care Health
System in Delaware. 
The Jefferson Health System has the greatest geographic coverage and
market share of any health system in the Philadelphia region. JHS
brought together five significant provider networks into the region’s only
major not-for-profit health system operating as a decentralized model.
Sebastianelli Named President of
the Jefferson Health System
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Al Heath ’57, continued from preceding page
National Guard as State Surgeon in charge of the medical units, and 
in 1978 he became a Flight Surgeon after completing training at Fort
Rucker, Alabama. Promoted to Brigadier General in 1999, he retired
after 32 years of military service. Along the way he was awarded the
Army Commendation Medal with Oak Leaf Cluster, the Meritorious
Service Medal, the Legion of Merit Award, and the Virgin Islands
Distinguished Service Medal.
His surgical practice in St. Thomas included general surgery, thoracic
and vascular surgery, selected gynecological and otolaryngological
procedures and some closed fracture work when the orthopaedic
surgeons were unavailable or absent on leave. He was Chief of Surgery
at Knud-Hansen and St. Thomas Hospitals, Charlotte Amalie, St.
Thomas, and attending surgeon at Roy Schneider Hospital, St.
Thomas. In addition, he was Chief Executive Officer and Medical
Director, and Director of Emergency Medical Services, St. Thomas
Hospital. He holds the rank of Clinical Assistant Professor of Surgery,
Georgetown University School of Medicine, Washington, D.C., and
Professor of Surgery, American University of the Caribbean,
Montserrat, West Indies. He served as President of the Virgin Islands
Medical Society in 1986.
A member of the Board of Trustees of the University of the Virgin
Islands, and later Board Chairman, Dr. Heath served as Commissioner
of Health for the U.S. Virgin Islands from 1973 to 1976, and again
from 1989 to 1993. He was the Democratic candidate for Lt. Governor
of the Virgin Islands in 1994. He reports, “We lost, but for me, the
campaign was another exhilarating experience.” Dr. Heath
summarizes his professional activities as “I served in many appointed
positions over the years including Chief of Surgery, Director of
Emergency Medical Services, Medical Director, Chief Executive
Officer-Administrator of the hospital and Commissioner of Health
under three governors of difficult political persuasions. Through it all,
I continued my clinical practice.”
In 1974 he constructed a medical complex in Charlotte Amalie, St
Thomas, U.S. Virgin Islands under the aegis of his business venture,
Heath Health Enterprises, Ltd. This initial complex houses medical,
dental, and optical offices along with x-ray facilities, a laboratory and
a pharmacy. His company built the Seaview Nursing and Rehabiltation
facility in 1993, an 80 bed HCFA- and VA-certified facility which
provides skilled nursing, custodial care, hospice and respite care, day
care for seniors, and rehabilitation services, including speech, occupa-
tional therapy and physical therapy. In addition, the facility has an
adolescent behavioral unit and home health care.
In his spare time, Dr. Heath sings bass with four choral groups and
plays the violin. He does a lot of recreational flying and, on many
occasions, has flown mercy missions to Haiti with food, medicine and
clothing. When asked to explain his success in life, multitalented Al
Heath says, “First, my faith in God, a supportive family and good
sound training at home and at school. My credo always has been to
find a void, fill it, and stay focused. I plan my work and work my plan,
manage my time, and  keep my word.” Jefferson congratulates Alfred
O. Heath ’57, and his wife, Geraldine, on a distinguished professional
career and thanks him for bringing honor and distinction to Jefferson
Medical College.
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Jefferson’s Approach to Monitoring Clinical Education
Is the Focus of JAMA Article 
The September 5 JAMA was an exceptional issue for Jefferson: 
two of the main articles were authored by Jeff faculty.
A study by Professor of Family Medicine Howard Rabinowitz MD gave further
support to his theory that the best way to increase the number of rural
physicians is to support rural students and mentor them through medical school.
Place of birth appears to be the best predictor of whether a medical student
chooses to practice in a rural area or small town, according to the article. But a
consistent mentoring program during medical school and family practice precep-
torships are also key. 
With declining income, high medical student debt and lack of support services to
physicians and their families in rural and small towns, recruiting and retaining
physicians for rural service is becoming more difficult. "We know physicians in
rural areas work longer hours and are reimbursed less. It is critically important
to help support physicians out there. They are dealing with substantial
challenges," said Dr. Rabinowitz. 
The federal government has not put forth the necessary funding that provides
incentives for physicians to practice in rural areas, Rabinowitz said. While 20
percent of the nation's 285 million people reside in rural areas, only 9 percent of
physicians practice there. "The background of the students and career plans at
time of medical school are by far the most predictive factors of who ends up
practicing in rural primary care and staying there," Dr. Rabinowitz said. 
While the overall health of Americans has improved in the past 25 years, those in
rural areas do not receive as much preventive care and medical treatment,
according to the Centers for Disease Control and Prevention. "Clearly we need
more physicians in rural areas to address the significant needs there," said Dr.
Rabinowitz. Most medical schools provide counseling
on a variety of practice settings, but only a handful have
programs to encourage students to choose rural
medicine. 
Programs like Jefferson's Physician Shortage Area
Program are important because fewer medical students
nationwide are choosing rural medicine, Dr. Rabinowitz
said. "Since the greatest factors in retaining physicians
in rural areas are related to who goes to medical
schools, state and federal support could provide
incentives for programs like ours." 
The study found that 5.6 percent of Jefferson's graduates from 1978 to 1993 were
practicing primary care in rural areas in 1999 compared to 3 percent for all
students nationwide. However, fewer Jefferson students, 5.2 percent overall,
went to rural areas from 1988 to 1993. 
"This is somewhat concerning because the numbers [of physicians] are
magnified in low population areas. If one physician leaves a town of 2,000, that
is a much greater impact than one doctor leaving [a large city]," Dr. Rabinowitz
said. "I expect those numbers to decline because student debt [has nearly
doubled to $100,000 between 1990 and 2000]." 
Still, the retention rate for rural physicians who graduated from Jefferson's PSAP
between 1978 and 1986 was 82 percent compared with 49 percent for all
graduates. Some 25 percent of graduates who were in PSAP went on to become
rural physicians compared with 4.2 percent for students not in the program. 
"When they leave Jefferson we don't have any hold over them. They have their
moral commitment to continue," Dr. Rabinowitz said. "Most take family practice
residencies in small hospitals." 
In their first year, students in Jefferson's PSAP are assigned an adviser in the
family practice department who meets with them regularly, and they spend
several days shadowing a family physician. The third year includes a rural
hospital clerkship, and the fourth year is a preceptorship with a family physician
in an office setting.
Susan L. Rattner MD, Associate Dean for Undergraduate Medical
Education, was the lead author of a major article, “Documenting and
Comparing Medical Students’ Clinical Experiences,” published this
past fall in JAMA, the Journal of the American Medical Association.
Other authors were Daniel Z. Louis MS, Carol Rabinowitz BS,
Jonathan E. Gottlieb MD, Thomas J. Nasca ’75, Fred W. Markham
FP’79, Ruth P. Gottlieb MD, John W. Caruso ’91, J. Lindsey Lane
PD’82, Jon Veloski MS, Mohammadreza Hojat PhD, and Joseph S.
Gonnella MD. This collaboration among faculty included members of
several departments as well as Jefferson’s Center for Research in
Medical Education and Health Care.
The article addresses a major concern of medical educators in recent
years: the number of patients, and the variety of diseases, that
students encounter during medical school. Both these measurements
are crucial in order for students to gain a thorough education. One of
the strengths of Jefferson Medical College, in fact, is that it offers its
students an
exceptional
variety of
clinical experi-
ences compared
to other schools. 
As the article
points out,
“Dramatic
changes in the
financing and
delivery of
health care during the past decade have altered the clinical
environment in which medical education occurs. As medical
education becomes increasingly decentralized, clinical education has
partially shifted from a tertiary inpatient setting to community-based
and ambulatory sites . . . Only by monitoring students’ opportunities
for clinical encounters with a diverse mix of patients can informed
decisions be made regarding the appropriateness of a teaching
network, training sites, and the balance between inpatient and
ambulatory activities. As medical schools review their learning
objectives to better define the competencies needed by future
physicians, it will become even more important to document the
clinical educational opportunities offered.”
Previous attempts at various medical schools to document students’
clinical experiences had been “limited to small samples in isolated
clerkships over brief time periods,” the article points out, and “largely
ignored the severity of illness.”
After calling for “a systematic way to record the case-mix of patients,
the severity of diseases, and the diagnostic procedures” performed
across different clerkships, the article demonstrates the effectiveness
of Jefferson’s approach. While the article reviews Jefferson’s system as
applied to clerkships in family medicine, pediatrics, and internal
medicine, the same system is now also being used in Jefferson’s
network for clerkships in surgery and obstetrics/gynecology, and will
soon begin in psychiatry.
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